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Chapter I 
I nt roduct ion 
Little Miss Muffet 
Sat on a tuffet 
Eating her curds and whey. 
Along came a spider 
and sat down beside her 
and frightened Miss Muffet away. 
Diagnosis: Spider phobia (arachnophobia) 
The nursery rhyme shows: 
1. Appearance of fear trigger 
2. Typical surge of automatic fear reaction 
3. Miss Muffet 1s fear--maintaining escape behavior 
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Fear can often be a disabling factor in the development of a child. 
The word 11phobia 11 comes from the Greek PHOBOS which means extreme fear, 
terror. It also has roots in the god of the same name (Phobos) who could 
provoke fear and panic in one's enemies. Phobia is also defined as ex-
cessive irrational and uncontrollable fear of perfectly natural situa-
tions or subjects (Melville, 1977). Or a phobia is a special form of a 
fear which (1) is out of proportion to the demands of the situation, (2) 
cannot be explained or reasoned away, (3) is beyond voluntary control, 
(4) leads to avoidance of the feared situation. 
Scholionophobia or classroom phobias have stood in the way of 
scholastic progress. Zoophobia, or the fear of animals, has prevented 
a child's full enjoyment of 1 ife. Acute panic causes sweating, palpi-
tations, faintness and paralysis of movement. Phobics suffer from such 
sensations when they are in the situation they fear. 
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"Freedom from fear" Is one of the goals for which democracy stands. 
This freedom is essential to the growth and progress of the nation. It 
is also essential to children's happiness. They cannot grow and achieve 
to the utmost of their abilities unless they are free from crippling 
fears. 
There is a general lack of understanding surrounding phobias. A 
child's emotional development can be stymied by such a fear which is 
usually accompanied by misunderstanding and disbelief on the part of 
parents, educators, even physicians. The purpose of this paper was to 
discover various types of phobias, note how they were professionally 
handled, and discuss various methods in which phobias have been overcome. 
Definitions 
Today the uncovering of phobias and treatment of them is becoming 
more and more talked about and accepted. Recently a Milwaukee tele-
vision station provided a series of programs on phobias. Hundreds of 
phone calls followed from people in search of help in overcoming what 
was once believed to be an insurmountable problem. 
Ullmann {1975) defines a phobic fear as ·~ear that must be evalu-
ated as disproportionate to the situation and socially disturbing to 
some observers, including the person himself11 {p. 268). 
There are four methods which are most commonly used in dealing with 
a phobic {Me 1 vi 11 e, 1977) • 
1. Desensitization. The patient is relaxed--usually by standard 
muscular relaxation methods--and then, over a series of sessions is 
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asked to imagine what he fears in an ever-increasing gradient. For 
example, a plane phobic might start by imagining being in the airport 
and end by visualizing takeoff or landing. Sessions are not necessarily 
confined to imagination. Patients may be shown pictures, or hear tape 
recordings of the feared object and finally be introduced to the object 
or situation itself. (A detailed description of the relaxation technique 
is found in Appendix B of this paper.) 
2. Flooding (implosion). This, done only with the patient~s co-
operation and understanding involves the patient's confrontation with 
the phobic object, without escape, until he becomes used to it. This 
can be in imagination or reality. The theory is that though the patient's 
level will rise to its highest level, it cannot stay there and must drop. 
3. Modeling. The therapist carries out a particular feared action 
during treatment and the patient is encouraged to imitate it. For in-
stance, the therapist would hold a cat and the cat phobic then practices 
do i ng 1 i kew is e. 
4. Group therapy. Group treatment where members carry out tech-
niques together led by the therapis-t, but also talk out their problems 
and fears. It is particularly used with agoraphobics. 
Scope and Limitations 
The author of this paper concentrated on the technique of systematic 
desensitization which had its formal beginnings in the experimental 
laboratory by Joseph Wolpe in 1948. 
Systematic desensitization is the breaking down 
of neurotic anxiety response habits in piecemeal 
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fashion. A physiological state inhibitory of anxiety 
is induced in the patient who is then exposed to a weak 
anxiety-arousing stimulus. The exposure is repeated 
until the stimulus loses completely its ability to 
evoke anxiety. The progressively •stronger stimuli' 
are introduced and similarly treated (Wolpe, p. 91). 
This paper surveyed the literature dealing with 1 ife situations 
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in which children with phobias have been helped to overcome these fears. 
This paper has been limited according to age group and inc~udes only 
those up to twelve years of age. 
SUI1111a ry 
Phobias can be a devastating factor in the life of any human being. 
In this chapter the author has discussed a variety of methods in dealing 
with these extreme fears: (1) systematic desensitization, {2) implosion, 
(3) modeling, and (4) group therapy. 
To a person who has suffered through the pain and terror of a phobic 
life, the possibility of being freed of this fear is an exciting hap-
pening. 
Systematic desensitization as developed by Joseph Wolpe in the 
Forties is the procedure which was concentrated on in this paper. The 
paper has been limited according to age group and time span. 
Chapter II 
Review of Research 
Introduction 
11Don 1 t be afraid--come on, honey, walk to your mommy, 11 says the 
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mother trying to coax her one year old to take his first step. 
11 1 don't ever want to catch you walking on fences or climbing trees 
again. Do you realize what could happen to you if you fel1? 11 says the 
father of a daring five year old. 
11Fraidy cat. Fraidy cat, 11 children yell at the child who wouldn't 
dive from the diving board and the accused answers tearfully, 11 No, I'm 
not. 11 
11Afraid, 11 11scared, 11 11fear 11 are words that have mixed meaning for 
us. We associate them with childishness and cowardice. We condemn these 
feelings in others and deny them in ourselves. But all of us adults and 
children have fears. They make us uncomfortable. We try to avoid them 
or get rid of them. All of us are trying to master our fears (Ross, 1961). 
Anxiety 
If the things that cause discomfort to a child happen frequently 
(for example, if the mother often neglects to feed her baby on time), he 
gets ready to fight the situation before it takes place in order to save 
himself from the discomfort. He anticipates the uncomfortable feeling 
and tries to save himself from it. He has learned to be afraid of hunger 
(Ross, 1 961) • 
In the same way, a child who receives a monthly shot at a doctor's 
office begins crying before the shot is given and even upon approaching 
the office. This anticipated discomfort is called anxiety. 
Feelings of anxiety can cripple the personality. They interfere 
with growth and happiness and efficiency. Anxiety is harder to define 
and harder to handle than fear because it comes from the inside indi-
vidual not outside (Sarason, 1960). A burning house is a real danger. 
~. 
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Everyone hears it and tries to escape it. But a nightly fear that the 
house will burn down is not an actual fear. It comes from the individuaJis 
thoughts and feelings which combine to make him feel he is constantly in 
danger. 
The fear of losing love is a basic anxiety. Many of the fears 
experienced by children stem from this fear. It is probably the first 
fear the child learns. Practically all other fears can be traced back 
to the events and experiences of the first few months and years of life 
in which the child's comfort and satisfaction depend upon his mother's 
Jove. 
The antecedents of anxiety-like behavior can best be located in 
the child's family (Nyhawan, 1972). Parental attitudes, child rearing 
practices, mother-father relationships and other such factors affect 
the behavior of the child in ways of which the parents may not even be 
aware. For example, parents who are keen to keep the child strictly 
disciplined and polished by using their authority simply forget that 
they, by doing so, are killing the child's sense of security and ini-
tiative and at the same time are developing in him anxieity, tension, 
' and lack of ambition. When a child meets a situation too emotionally 
painful to bear, he looks for ways to avoid the discomfort. Illness 
is one way out. Anxiety may affect the body in such a way that it 
causes illness (Ross, 1965). The upset stomach in times of stress is 
a common example. Later, examples of asthmatic attacks resulting from 
anxieties and phobias will be cited. 
Basic Elements of Systematic Desensitization 
Systematic desensitization is a one limited-purpose form of 
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behavior therapy based on the principle of reciprocal inhibition (Bugg, 
1972). It had its beginnings in an age-old method in which a child is 
gradually accustomed to situations he fears by exposing him to small 
doses. For example, if a child is afraid of water, we take him to the 
edge of the pool and let him dangle his feet. Then, gently splash water 
and so on, presenting more anxiety-provoking activities as he is able to 
cope with the less anxious situations. The child is gradually able to 
play in the water. 
Systematic desensitization had its format beginnings in 1958 in 
the experimental laboratory by Joseph Wolpe. It is perhaps the best 
known and widely used behavioral technique. It began with experimenting 
with cats confined in a small cage. High voltage shocks were administered 
to them on a one-time basis. It was found that neurotic anxiety responses 
to the cage and related stimuli and to an auditory stimulus that had 
preceded the shocks were extremely resistant to the normal process of 
extinction. The animals, however hungry, could not be tempted to eat 
food scattered in the experimental laboratory, then in one that resembled 
the laboratory and eventually eating behavior was restored in the experi-
mental cage (Wolpe, 1969). Search then began for methods by which neu-
rotic habits of humans might be broken down bit by bit. Systematic 
desensitization emerged from further experiments. Jacobsen, as stated 
in Wolpe (1969), earlier had showed that pulse rate and blood pressure 
were diminished by deep muscle relaxation. Wolpe found that a stimulus 
evoking a strong anxiety response may be presented many times to the 
relaxed patient without the strength of anxiety diminishing in the least. 
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In contrast, if the anxiety response is weak, it is found that from one 
presentation of the stimulus to the next, the amount of anxiety is dimin~ 
ished until at last there is none whatsoever (Wolpe, 1969). 
Once a weak stimulus has stopped arousing any anxiety it is possible 
to present a stronger stimulus to the fully relaxed patient and this 
stronger stimulus will now evoke less anxiety than it would have done 
before. Successive presentations will bring the amount of anxiety aroused 
down to zero. 
Systematic desensitization is a technique designed to deal with a 
wide variety of maladaptive emotional behaviors, particularly involving 
anxiety, irrational fears and phobias. This technique was derived dir-
ectly from the principle of reciprocal inhibition (Fischer, 1978). 
(Several other therapeutic techniques have been der1ved from the prin-
ciple of reciprocal inhibition, including assertive training and substi-
tution of sexual for anxiety responses.) 
There are three steps in the desensitization process. The tech-
nique involves three separate sets of operations: 
1. Training in deep muscle relaxation. 
2. The construction of anxiety hierarchies. 
3. Counterpos ing relaxation and anxiety-evoking stimuli from 
the hierarchies. 
The method of relaxation taught is essentially that of Jacobsen 
who wrote in the late 1930's, but his instruction required a very long 
period of time. Today, deep muscle relaxation is usually taught in 
about six interviews. The patient is asked to practice at home for 
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two, 15-minute periods a day. There is no established sequence for 
training the various muscle groups but it is required that the process 
be systematic. In a comfortable chair, the client is instructed to sit 
in the most relaxed position possible. Next, the client is instructed 
to make a tight fist with one hand, hold it fifteen to twenty seconds, 
then relax it, drop it to the side, and notice the pleasant tingling 
sensation as the arm relaxes, in contrast to the previous feelings of 
tension. This is repeated until the client reports that muscle groups 
completely relaxed with no tension. The same process is then repeated 
with all the muscle groups of the body, including extensor muscles of 
the arms and legs, abdominal muscles, facial muscles and upper trunk 
and neck muscles. Wolpe writes that in the beginning he usually begins 
with the arms because they are convenient for purposes of demonstration 
and easy to check on. The head region is next because the most marked 
anxiety inhibiting effects are usually obtained by relaxation there 
(Wo 1 pe, 1969) • 
Hierarchies 
An anxiety hierarchy is a list.of stimuli on a common subject ranked 
·in descending order according to the amount of anxiety they provoke. It 
is not necessary for a patient actually to have experienced each situ-
ation that is to be included in a hierarchy. The question posed is, 
11 1f you were today confronted by such and such a situation, would you 
expect to be anxious?" To answer this question he has to imagine the 
situation concerned and it is generally almost as easy to imagine a 
supposed event as one that has at some time occurred. The temporal 
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setting of an imagined stimulus configuration scarcely affects the 
responses to it. A child with a phobia for dogs will usually have as 
much anxiety at the idea of meeting a bulldog on the way home tomorrow 
as at recalling an actual encounter with this breed of dog. 
Implementation 
After the subject has )earned relaxation and the hierarchies have 
been established, desensitization begins. The patient having attained 
a capacity to calm himself by relaxation and the therapist having estab-
lished appropriate hierarchies, the stage is now set for the desensitiza-
tion procedure. The patient is then introduced to scenes having to do 
with his or her phobia and as set up in the hierarchy. The duration of 
a scene usually lasts five to seven seconds but it may be varied accord-
ing to several circumstances. It is quickly ended if the patient signals 
anxiety. The number of desensitizing sessions required varies. In the 
case of a client with a death phobia, a total of about 2,000 scene pre-
sentations had to be used. 
Wolpe restricted his use of systematic desensitization to cases 
involving minor neurotic anxieties, ·simple phobias related to specific 
situations and objects (fear of high places, fear of dogs, etc.) and 
those not resulting from interpersonal relations. 
Despite its apparent simplicity, systematic desensitization re-
quires a considerable clinical skill if it is to be successfully imple-
mented. Systematic desensitization is not a panacea for all anxiety 
related problems. As a general rule, it is indicated only where con-
ditioned negative emotional responses are the client's primary problem. 
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In a review of the treatment results of systematic desensitization, 
the findings were overwhelmingly positive and for the first time in the 
history of psychological treatments a specific package reliably produced 
measurable benefits for clients across a broad range of distressing prob-
lems in which anxiety was of fundamental importance. Relapse and symptom 
substitution were notably Jacking. 
Examples 
An example of a situation in which Wo1pe 1 s method was_closel_y fol-
lowed was that of an eleven-year old child whose fear of dogs had become 
so extreme that most of his time was spent inside his home and he would 
not leave unless accompanied by a family member. The boy~had had negative 
experiences with dogs on three separate occasions. 
The treatment consisted of: 
l. Progressive relaxation training. 
2. Establishing the hierarchy. 
3. Client imagines scenes with dogs. 
4. Presented a set of pictures and .child was to display two 
in his room each day. 
5. Wrote a happy story about himself and a dog. 
6. Child played a tape of a barking dog while he was relaxed 
and lying down. 
7. Boy taught dog-handling skills. 
8. Observed a dog through a one-way mirror. 
9. Patted a dog. 
10. Child planned outdoor time alone. 
Fear Reduction 
11. Child walked a set distance from home alone. 
12. Therapist conferred with parents. Parents encouraged to 
emphasize good behavior. 
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The child progressed to the stage where he displayed no visible 
anxiety in relationship to dogs. In a two-year follow-up study, the 
outcome was still positive. 
In a study of asthmatic children, it would found that these children 
are deeply dependent on their mothers. The child must keep his mother 
close and to do this he tries to please her in every way. One of the 
ways a child tries to please the mother 'fs by not crying. This study 
found the asthmatics are rarely 11cry babies." They seem to use up a 
great deal of energy to suppress their crying. 
This suppression takes place in the upper respiratory tract where 
breathing also takes place. Anxiety which forces back the crying cre-
ates in this tract tension which can a~unt to such a degree that spas-
modic breathing (wheezing) develops. Then we say a child has an 
11asthmatic attack" (Ross, 1965). 
The child does not choose to have asthma {no psychosomatic illness 
is deliberate) but he chooses to hold back his crying and this produces 
the congestion that brings on the asthma attack. 
In the case of a five-year old asthmatic boy, Wolpe 1s process 
became impossible due to the child's hyperkinesis which in this context 
refers to the whole behavioral syndrome characterized by hyperactivity. 
Also, the child denied fear or anxiety while having asthma which made 
setting up a hierarchy impossible. Yet the staff at the Children's 
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Asthma Research Institute (CARTH) reported that while he was having asthma 
he was totally uncooperative, refused medications, would not use respira-
tion-assisting apparatus, and continuously hyperventilated. 
So a two-part therapy plan was enacted. The therapist was able to 
use operant conditioning to shape quiet-relaxed chair-sitting, which means 
sitting back in a reclining chair silently and motionlessly with eyes 
closed and no visible evidence of tension. Then he reinforced the child 
for maintaining his relaxed posture while attempting to arouse him from 
it by vividly describing his having progressively worse asthma. Are-
ward system was also begun whereby the child could earn points for relaxed 
sitting which later could be traded for toys. 
After working through descriptions ranging from mild asthma to death 
from status asthmatics, the staff reported no further difficulties in 
treating him. Desensitization of the asthma panic began at the sixth 
session. It required only nine trials over four sessions to work from 
his experiencing mild asthma to one in which he was described as dying 
(MacDona I d, 1975) • 
Wolpe 1 s method has also been used successfully with children play-
ing more than one fear (Miller, 1972). The example being a ten-year old 
male who protested school attendance, displayed difficulty in sleeping 
due to fear of expiring, displayed extreme fear in being separated from 
his mother and was neurotic nearly every night. The boy habitually 
telephoned his mother at work asking her to return home. Each fear 
had to be treated separately. 
Relaxation was taught initially--candy and verbal praise were used 
as reinforcers of good relaxing. Fear of separation was dealt with 
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first. A hierarchy of scenes placing his mother at various distances 
was used. The following graph shows the decrease in telephone calls to 
his mother. 
Baseline I Systematic Desensitization 
8 I 7 
6 
~ 5 .... 
~ 
~ 4 
~ 
c 3 0 I \ JC ~ Q 2 
~ \ ~ lconsecutive Weeks 
0 
Next a hierarchy of scenes related to the subject's fear of his 
own death was constructed. Desensitization to imagined scenes was un• 
successful. He felt no anxiety upon viewing the scenes but was still 
frightened at night and unable to use the relaxation procedure without 
the aid of the therapist. So the child was instructed by the therapist 
as he experienced anxiety. Each time relaxation was induced by means 
of the telephone. By the sixth week the calls eased. Also, the neurosis 
declined in frequency and subsequently ceased although not directly 
treated. 
School Phobia 
To go through life without fear is impossible. More importantly, 
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life without fear would be exceedingly dull. We all have experienced 
situations with some fear such as a high diving board, or our first pub-
lic speech. Caution prompted by fear regarding dangerous streets, water 
and knives may be particularly useful for children. When fear becomes 
great it can be debilitating. Children may be terrified of water, afraid 
to be alone, or to go near a dog. They may be terrified of shots and 
dentists. 
As O'Leary and Wilson {1975) have pointed out, a phobia is ~ special 
kind of fear. School phobia is a term used in connection with children 
who refuse to attend school. There is a distinction between a school 
phobic and a truant. In a study by O'Leary and Wilson {1975), children 
were matched with respect to age, sex and intelligence and found that 
the school phobic child was characterized by maternal overprotection, 
eating disturbances, abdominal pain and nausea, sleeping problems and 
cJ inical indications of anxiety. The t(uant child was characterized by 
inconsistent home discipline, Juvenile court appearance, persistently-
ing, wandering from home, and stealing •. A school phobic has morbid fears 
associated with school attendance and was best described by factors re-
lating to fear and anxiety whereas the truant is described by delinquent 
behavior. 
Rickard {1971) lists these characteristics of a school phobic--
{1) morbid fears associated with school attendance, {2) frequent somatic 
complaints: headaches, nausea, drowsiness, {3) symbiotic relationship 
with mother--fear of separation, {4) anxiety about many things: dark-
ness, noises and crowds. In support of this fact that school phobias 
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are often accompanied by other fears, Miller (1972) wrote of a subject 
Wolpe dealt with who displayed fears concerning separation from his 
mother, his own death and fear of the school situation. This case is 
further discussed later in this paper. He successfully used systematic 
desensitization in treating each situation separately. Psychodynamic 
theorists have long maintained that school phobia is essentially a problem 
of separation anxiety (Eisenberg, 1958). The fear is in leaving the 
mother, not in attending school. They feel the term 11school pho~k" is 
a misnomer and should be called 11separation anxiety." 
School phobia naturally tends to provoke adult cynicism and is 
regarded as just a fancy name for "j ipping. 11 Only in recent years has 
school phobia been recognized and understood by an increasing number of 
schools. 
Joy Melville (1977) says there are a number of reasons for the onset 
of school phobia. Perhaps most frequent~y it is when the child changes 
from a small primary school where he feels safe, to a larger and more 
frightening one. 
Sometimes the phobia sets in after the child has been going to 
school for some time. This may be because he is having difficulty with 
social relationships or some learning disability. He may feel ashamed 
and may totally refuse to face the situation again. Such a child when 
pressurized into going to school results in sweating, trembling and 
apparent faintness. 
In the case of one school phobic, several disturbance hierarchies 
were constructed. The subject was a ten-year old boy of average 
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intelligence. The previous year he had failed all of his school subjects. 
His parents described him as a very anxious child who would protest going 
to school each morning. Finally he refused to go to school altogether. 
The subject also exhibited an extreme fear of being separated from his 
mother. He would then telephone his mother at work four to five times a 
day begging her to return home. The child also had sleeping difficulties 
characterized by an inability to fall asleep. He was neurotic almost 
every night. 
The subject's fears concerning separation from his mother, his own 
death and the school situation were separately treated using Wolpe 1 s 
systematic desensitization technique. A hierarchy of scenes related 
to separation from the mother was initially constructed. Also a hier-
archy related to the subject 1s fear of his own death was constructed and 
relaxation therapy used. Then the scenes associated with the school situ-
ation were constructed. The child was desensitized to scenes in which he 
was various distances from school. He reported a decrease in anxiety 
and at first was required only to walk to the front door of the school 
and then return home. The length of time the subject spent near school 
and subsequently in the classroom was gradually increased. Total school 
attendance was attained by the fifth week after the child once entered 
the school. A three-month and eighteen-month follow-up revealed main-
tenance of all behavior changes. Scholastic achievement improved con-
siderably although directly not part of the therapy. The problem of 
nocturnal neurosis was altered although not specifically treated either. 
These changes were probably a function of reduction in anxiety in rela-
tion to the school and bedtime situations. 
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Over the last two decades there has been an ever-increasing number 
of reports on the effects of anxiety in learning and retention •. This area 
of research has been of special interest to teachers who have observed 
that some children appear to perform below their best in situations char-
acterized by a high degree of stress. It is common occurrence to hear 
teachers comment that a certain student 11fal1s to pieces•• when faced with 
a certain school situation. 
Gaudry and Spieberger (1971) state that children in school who are 
in stressful situations display overt bodily reactions such as tremor 
in the limbs, sweating of the hands and forehead, and flushing of the 
neck and face. 
Modifications 
Systematic desensitization does have limitations. Kostka (1974) 
states that the need for the hierarchy development complicates the appre-
ciation of the procedure to a group. He also says instruction in deep 
muscle relaxation is time-consuming. 
A number of recent studies have involved modifications of Wolpe 1s 
method of systematic desensitization. Lazarus and Abramovits, as cited 
in Wolpe (1969), have used reciprocal inhibition to eliminate children 1s 
phobias modifying Wo1pe 1s original program. Instead of muscular relax-
ation, they had the child imagine situations which incorporated the 
child 1s own heroes and dreams. For example, a child with an intense 
fear of balloons and a dream of racing in the Indianapolis 500 imagines 
the daydream and gradually the anxiety producing stimulus is introduced. 
Eventually the child imagines that he is showing off his car surrounded 
by victory balloons. 
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Lazarus, as cited in Wolpe (1969), desensitized a nine-year old 
child (fear of her mother's death) but mentioned 11poor visual imagery11 
in some children necessitates the use of presentations of ACTUAL feared 
objects or situations. 
Lang, as cited in Wolpe (1969), demonstrated that desensitizations 
could be successfully carried out by a machine. This modification of 
Wolpe 1s method would be used mainly with adults. Two tape recorders 
were used to overcome phobias for snakes in one subject. One recprder 
carried relaxation items and the other, the hierarchy. The patient con-
trolled the buttons as he saw fit. Lang, as cited in Wolpe (1969), and 
others modified the technical arrangements while retaining the essence 
of systematic desensitization so as to reduce the amount of time the 
therapist has to spend with his patients. 
Stanley Kissel (1972) found difficulty in getting the five to twelve 
year old child to follow the procedure of systematic desensitization. 
The. difficulty arose when the child found it difficult to respond to 
relaxation exercises. These were discontinued and the therapist's 
interpersonal relationship and the child-oriented office became the 
anxiety inhibitor. In one particular instance, a child displayed a 
fear of dogs. The therapist presented an external stimulus involving 
dogs and paired them with the anxiety inhibition which would come from 
the interpersonal relationship which had been established. His procedure 
was as follows: 
1. Child points at pictures of dogs. 
2. Child tells stories about dogs into tape recorder and 
therapist adds fearful components. 
3. Chi 1 d draws pictures of dogs. 
4. Chi 1 d makes a scrapbook of dogs. 
s. Chi 1 d sketches a dog she has seen. 
6. Child visits a pet shop. 
Unfortunate 1 y, the ch i1 d and family moved from the 
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area before the 
therapy was completed but progress had been noted. The child was able 
to walk past a dog without fear. Also, the child began to sketch dogs 
more proportioned to human beings. In the beginning the dogs were much 
bigger than the people. 
In whatever form of fear reduction we are involved, it is generally 
believed that exposure to the feared situation must progress in slow 
steps. The child must accomplish each step successfully with little or 
no apprehension before going on to further steps. To help a child over-
come his fear of a particular situation, he must be exposed to that fear 
gradually while he is otherwise comfortable and relaxed. 
Chapter Ill 
Summary 
Systematic desensitization has received the most rigorous and wide-
spread research evaluation of any single therapeutic technique. 
The results of this extensive research have been impressive. The 
professional and research I iterature alone contain reports of the use 
of desensitization by scores of clinicians and several hundred clients 
presenting a broad range of personal difficulties. It has re] iably 
produced measurable benefits of clients across a broad range of dis-
tressing problems in which anxiety was of fundamental importance 
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(Fischer, 1978). Systematic desensitization consistently has been found 
to be effective in producing major positive emotional and behavioral 
changes in clients. 
The type and variety of problems successfully addressed by systematic 
desensitization treatment are impressive. The problems range from con-
crete phobias such as closed places, heights, illness exams, falling, to 
the more complex and generalized difficulties such as fear of criticism, 
problems with authority figures, asthma, a range of sexual problems, fear 
of speaking in public places, and feeling of guilt or jealousy. 
The remarkable effectiveness of systematic desensitization 
and the fact that desensitization often produces rapid 
and dramatic improvement in both acute and chronic prob-
lems could tempt practitioners to view it as a panacea 
and to apply it indiscriminately to all clients and 
problems. But this procedure was not designed for, 
nor does the research support such indiscriminate 
usage. However, for a large proportion of classically 
defined 11neurotic and anxiety related problems, 
particularly of a phobic nature, systematic desensi-
tization is clearly a treatment of choice and an 
indispensable part of the caseworker 1s interventive 
armamentarium (Fischer, p. 303). 
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The following are taken from a list of phobias presented by Joy Melville 
(1977). Those which could more easily pertain to children have been 
selected. 
Animals 
Bees 
Being alone 
Birds 
Blood 
Cats 
Chickens 
Chi 1 dren 
Choking 
Death 
Demons, dev i 1 s 
Dogs 
Dolls 
Dreams 
Germs 
Ghosts 
Going to bed 
Horses 
Human beings 
Ice, frost 
Insects 
Zoophobia 
Apiphobia, mel issophobia 
Autophobia, monophobia, eremophobia 
Ornithophobia 
Hematophobia 
Ailurophobia, gatophobia 
Alektorophobia 
Ped i ophob i a 
Pnigophobia 
Necrophobia, thanatophobia 
Demonophobia 
Cynophobia 
Pediophobia 
Oneirophobia 
Spermophobia 
Phasmophobia 
Cl inophobia 
Hippophobia 
Anthropophobia 
Cryophobia 
Entomophobia 
Lakes 
Light 
Lightning 
Machinery 
Many things 
Men 
Mice 
Mirrors 
Monstrosities 
Negroes 
Night 
Noise or loud talking 
Pain 
Phys i ca 1 love 
Places 
Punishment 
Rain 
Rivers 
Robbers 
School 
Sex 
Sleep 
Snakes 
Snow 
Spiders 
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Photophobia, phengophobia 
Astrapophobia, keraunophobia 
Mechanophobia 
Polyphobia 
Androphobia 
Musophobia 
Eisoptrophobia 
Teratophobia 
Negrophobia 
Nyctophobia 
Phonophobia 
Algophobia, odynephobia 
Erotophobia 
Topophobia 
Poinephobia 
Ombrophobia 
Potamophobia 
Harpaxophobia 
27 
Scholionophobia, didaskaleinophobia 
Genophobia 
Hypnophobia 
Ophidiophobia 
. Chi onophob i a 
Arachnophobia 
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Stars Siderophobia 
Strangers Xenophobia 
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Appendix B 
Wolpe (1969) described the following relaxation technique: 
The patient is asked to grip the arm of his chair with one hand to 
see whether he can distinguish any qualitative difference between the sen-
sations produced in his forearm and those in his hand. He is told to take 
special note of the quality of the forearm sensation because it is caused 
by muscle tension in contrast to the touch and pressure sensations in the 
hand. He is also enjoined to note the exact location of the for~arm 
tensions in the flexor and extensor areas. Next, the therapist grips 
the patient 1 s wrist and asks him to bend his arm against this resistance, 
thus making him aware of the tension in his biceps. Then by instructing 
him to straighten his bent elbow against resistance, he calls his atten-
tion to the extensor muscles of the arm. The therapist goes on to say: 
am now going to show you the essential activity 
that is involved in obtaining deep relaxation. 
shall again ask you to resist my pull at your wrist 
so as to tighten your biceps. I want you to notice 
·very carefully the sensations in that muscle. 
Then I shall ask you to let go gradually as I 
diminish the amount of force exerted against you. 
Notice, as your forearm descends, that there is 
decreasing sensation in the biceps muscle. Notice 
also that the letting go is an activity, but of a 
negative kind--it is an 1 uncontracting 1 of the 
muscle. In due course, your forearm will come 
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to rest on the arm of the chair, and you may then 
think that you have gone as far as possible--that 
relaxation is complete. But although the biceps 
will indeed be partly and perhaps largely relaxed, 
a certain number of its fibers will still, in fact, 
be contracted. I shall therefore say to you, 'Go 
on Jetting go. Try to extend the activity that went 
on in the biceps while your forearm was coming down.• 
It is the act of relaxing these additional fibers that 
will bring about the emotional effects we want. Let's 
try it and see what happens. 
The therapist then grips the patient's wrist a second and asks him 
to tense and then gradually to relax the biceps. When the forearm is 
close to the arm of the chair the therapist releases the wrist, allow-
ing the patient to complete the movement on his own. He then exhorts 
him to "go on letting go, 11 to "keep trying to go further and further in 
the negative direction,•• to 11try to go beyond what seems to you to be 
the furthest point. 11 
When the patient has indicated that he fully understands what is 
required, he is asked to put both hands comfortably on his lap and try 
to relax all the muscles of both arms for a few minutes. He is to 
report any new sensations that he may feel. The usual ones are tingling, 
numbness, or warmth, mainly in the hands. After a few minutes the 
therapist palpates the relaxing muscles. With practice he learns to 
judge between various grosser degrees of muscle tension. 
' 
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Most patients have rather limited success when they first attempt 
to relax, but they are assured that good relaxation is a matter of prac-
tice, and whereas initially twenty minutes of relaxation may achieve no 
more than partial relaxation of an arm it will eventually be possible to 
relax the whole body in a matter of a minute or two. However, there are 
some fortunate individuals who from the first attempt experience a deep-
ening and extending relaxation, radiating, as it were, from the arms, and 
accompanied by general effects, like calmness, sleepiness ~r war~th. 
I customarily begin the second Jesson in relaxation by telling the 
patient that from the emotional point of view, the most important muscles 
in the body are situated in and around the head, and that we shall there• 
fore deal with this area next. We begin with the muscles of the face, 
demonstrating the tensions produced by contracting the muscles of the 
forehead. These muscles lend themselves to a demonstration of the char-
acteristic 1step-like 1 character of increasing relaxation. The therapist 
simultaneously raises the frowning groups of muscles in his own forehead 
very intensely, pointing out incidentally that an anxious expression 
has thus been produced. He then says: 11 1 am going to relax these 
muscles in a controlled way to give you the feeling of the step-like 
way in which decrements of tension occur during attempts at deep relax-
ation, although in actual relaxing, the steps are usually much less 
rapid than in my demonstration.•• The muscles are then relaxed as stated, 
making an obvious step-down about every five seconds until, after about 
half-a-dozen steps, no further change is evident; nevertheless, it is 
emphasized to the patient that relaxation is continuing and that this 
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relaxation 'beneath the surface• is the part that matters for producing 
the desired emotional effects. The patient is then told to contract h1s 
own forehead muscles arid is given about ten minutes to relax them as far 
as possible. Patients frequently report spontaneously the occurrence of 
•relaxation feedback' in their foreheads, which they may feel as tingling, 
or 11a feeling of thickness, as though my skin were made of 1eather. 11 These 
sensations are as a rule indicative of a degree of relaxation beyond the 
normal level of muscle tone. 
This Jesson usually concludes by drawing attention to the muscle 
in the region of the nose by getting the patient to wrinkle his nose, 
and to the muscles around the mouth by making him purse his lips and then 
smile. All these muscles are now relaxed. 
At the third Jesson the patient is asked to bite on his teeth, thus 
tensing his masseters and temporales. The position of the 1 ips is an 
important indicator of relaxation of the muscles of mastication. When 
these are relaxed, the lips are parted by a few millimeters. The mas-
seters cannot be relaxed if the mouth is kept resolutely closed. Of 
course, it does not follow that an open mouth is proof of relaxation. 
At the same Jesson, I usually also introduce the muscles of the 
tongue. These may be felt contracting in the floor of the mouth, when 
the patient presses the tip of his tongue firmly against the back of his 
lower incisor teeth. Relaxing the tongue muscles may produce such local 
sensations as tingling or a feeling of enlargement of that organ. 
Patients who have special tensions in the neck region are now 
shown how to relax the pharyngeal muscles--which can be felt before-
hand by the act of preparing to clear one 1s throat. Other muscle groups 
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that receive attention only for special purposes, are those of the eyeball 
(which are first individually contracted by having the eyes turned in suc-
cession left, right, up and down), and the infrahyoid group (which the 
patient can be made to feel by trying to open his jaws against resistance). 
The fourth Jesson deals with the neck and shoulders. The main target 
in the neck is the posterior muscles that normally maintain the head 1 s 
erect posture. Most people become aware of them merely by concentrating 
on sensations in the back of the neck. When they relax these muscles the 
head falls forward, but because in the unpracticed individual the relaxa-
tion is incomplete, stress is imposed on muscle fibres that are still 
contracted, and discomfort, and even pain, is frequently felt. As Jacob-
son has pointed out, persistent practice, while ignoring the discomfort 
leads to a progressive yielding of these muscles, and usually in a week 
or so the patient finds his neck is comfortable though his chin will press 
against his sternum. Those who find the discomfort of the forward lean-
ing head too great, are instructed to practice relaxing the neck muscles 
with the back of the head resting against a high-backed chair. 
Shoulder muscle tensions are demonstrated by the following routine. 
The deltoid is contracted by abducting the arm to the horizontal, the 
lateral neck muscles by continuing this movement up to the ear, the 
posthumeral and scapulo-spinaJ groups by moving the horizontal arm 
backward, and the pectorals by swinging it forward across the chest. 
In relaxing these muscles the patient is directed to observe their 
functional unity with those of the arm. 
The fifth relaxation lesson deals with the muscles of the back, 
abdomen and thorax. The procedure in respect to the first two areas 
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follows the usual pattern. The back muscles are contracted by backward 
arching of the spine. The abdominal muscles are tensed as if in anticipa-
tion of a punch in the belly; and after contracting them the patient lets 
them go as far as he can. The thoracic muscles, or, more accurately, the 
muscles of respiration, are necessarily in a different category--for total 
inhibition of breathing is not an achievement to try to promote! But the 
respiratory rhythm can often be used to augment relaxation. Attention to 
the musculature during a few fairly deep breaths soon reveals that while 
some effort is involved during inhalation, expiration is essentially a 
'Jetting-go.• Some patients find it very helpful to coordinate relaxation 
of the various other muscles with the automatic relaxation of the respira-
tory muscles that takes place with the exhalation during normal breathing. 
In making patients aware of the muscles to be relaxed in the lower 
1 imbs it has been my custom to start with the feet, and work upwards. 
The flexor digitorium brevis is felt by bending the toes within the shoe; 
the calf muscles by placing some weight on the toe; the peroneal and 
anterior tibial muscles by dorsiflexing the foot; the quadriceps femoris 
by straightening the knee; the hamstrings by trying to bend the knee 
against resistance; the adductors of the thigh by abduction against hand 
pressure on the inner aspect of the knee; and the abductors (which include 
some of the gluteal muscles) by abduction against pressure. All these 
muscles are the subject of the sixth lesson, and the patient should be 
allowed enough time for relaxing them (pp. 101-107). 
